Purpose. Using the Delphi process, a panel of experienced preceptors achieved consensus on best practices to increase preceptor efficiency and effectiveness.
xpectations for pharmacy preceptors, as set forth by various professional organizations, are exceptionally high. The 2016 standards of the Accreditation Council for Pharmacy Education (ACPE) require that good role model preceptors "demonstrate creative thinking that fosters an innovative, entrepreneurial approach to problem solving, have an aptitude for facilitating learning, and the desire to educate others (patients, caregivers, other healthcare professionals, students, residents)." 1 Additionally, the American Association of Colleges of Pharmacy expects faculty members serving as preceptors to contribute to the advancement of the pharmacy profession: "Colleges/Schools of pharmacy must provide a leadership role in supporting the growth and development of patient-centered, col-
• A thorough orientation and timely instruction in critical thinking and therapeutic decision-making, in conjunction with timely feedback and assessment both before and during rotations, have a positive impact on student learning.
• When training and the timing of training are carefully planned, residents can perform most duties of primary preceptors and add value to patient outcomes, which is in concert with the layered learning practice model.
• The One Minute Preceptor model or a similar model can improve both efficiency and effectiveness; interprofessional collaborative training is recommended.
including learners, and advance pharmacy practice. Therefore, we related our study findings to the implementation of the LLPM. While the primary focus of the study was to determine optimal strategies for precepting pharmacy students, the role of residents as preceptors for pharmacy students was also considered, since pharmacy residents can potentially help preceptors be both more efficient and more effective.
We also explored other strategies that would help define best practices in precepting. Some of these include optimizing the teaching of critical thinking, identifying best strategies for providing feedback, recognizing barriers for precepting success, using technology (e.g., videos), and implementing the One Minute Preceptor (OMP) model. 7, 8 Briefly, the OMP model includes these steps: (1) the laborative models of care delivery." 2 Likewise, American Society of HealthSystem Pharmacists (ASHP) residency accreditation standards mandate that resident training-primarily conducted by preceptors-include competencies in "teaching, education, and dissemination of knowledge." 3 With the growth in numbers of pharmacy students and residents nationally, recruiting and training preceptors who can meet these demands and high expectations are continuing challenges.
In the spirit of optimizing the preceptor's role, we undertook a study using the Delphi process with an expert preceptor panel to assess tools and offer strategies to help preceptors be more time-efficient and effective, particularly in acute care and ambulatory care clinical teaching settings. The Delphi process is generally recommended when data addressing a specific issue are not available. 4, 5 Experienced pharmacy preceptors recognized as leaders were recruited as Delphi panelists on the premise that panelists with extensive experience as practitioners were in the best position to analyze current precepting practices and recommend improvements.
The layered learning practice model (LLPM) is a relatively new practice model featuring pharmacists, residents, and students working together to optimize patient outcomes and add value to institutions by functioning as an integrated team in clinical settings. 6 As recently described, the LLPM was developed through a series of conferences and clinical studies aiming to advance the pharmacy profession and simultaneously address the increasing number of pharmacy students requiring training. 6 While the resident and the student are both learners in this model, their roles are differentiated in a manner that allows all members of the team to directly contribute to patient care and optimal patient outcomes. Although the changes advocated in the LLPM further challenge pharmacy preceptors in their teaching roles, this training method has the potential to maximize current resources, student provides a concise description of the patient's issue(s) followed by a recommendation(s) for care, including supporting evidence and rationale, (2) the preceptor offers concise feedback to the student about his or her assessment of the situation, (3) the preceptor provides positive feedback to the student, and (4) the preceptor corrects any mistakes or errors in the student's presentation. 9, 10 The OMP model's positive impact on precepting efficiency and effectiveness has been demonstrated in other health professions; however, the model has not yet been advocated as a tool for preceptors in pharmacy.
9,11-13 Therefore, we included the OMP model as a focus of our study.
The goals of the study were to achieve consensus on best practices to increase preceptor efficiency and effectiveness and to identify the most important limitations of current clinical training.
Methods
The study received exempt-status approval from the Touro University California institutional review board.
An e-mail invitation was sent to 36 experienced advanced pharmacy practice experience (APPE) and resident preceptors currently practicing throughout California to participate in the Delphi process. The invitation list included representatives of all California schools and colleges of pharmacy. Preceptors were invited on the basis of years of experience (i.e., ≥10 years), active leadership in pharmacy education and training, or both.
The Delphi process used in this study followed the methodological criteria recommended by Diamond and colleagues. 5 This process involves 2-4 rounds of surveys to which a panel of experts respond or comment with the goal of reaching consensus. 10 For this project, we defined consensus as at least 80% agreement or disagreement. 4, 5 For "strongly agree," "agree," "disagree," and "strongly disagree" items, consensus was defined as at least 80% "strongly agree" or "agree" responses or at least 80% "disagree" or "strongly disagree" responses. For "yes," "maybe," and "no" items, consensus was defined as at least 80% "yes" or "no" responses. We stopped the Delphi process when consensus was reached.
Using Qualtrics survey software (Qualtrics, Provo, UT), 20 survey items were developed for the round 1 online survey from themes commonly reported in the literature on precepting students on rotations. [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] The items were field tested prior to round 1 by project team members who were preceptors. The round 1 survey was distributed electronically, with 2 reminders sent at weekly intervals; 6 weeks after the initial distribution, panelists were sent a report on the survey responses. The online survey process was repeated (round 2), after which a face-to-face meeting was convened. The face-toface meeting agenda included issues on which consensus was not reached and new areas brought up in reviewer comments. There was no voting at the face-to-face meeting, and unresolved issues were incorporated into the round 3 survey, which was distributed online and analyzed as described above. A final report was generated in draft manuscript form and distributed. Panelists were invited to contribute to manuscript development.
Results
Fifteen of 36 invited preceptors (42%) accepted our invitation to participate in the study and made up the expert Delphi panel. Table 1 provides demographic data on the expert panel. Panelists had a mean ± S.D. of 21.6 ± 9.9 years in practice and had served for a mean ± S.D. of 20.7 ± 9.8 years as preceptors. All panelists completed all 3 surveys, for a 100% response rate. The face-to-face meeting included 9 panelists, 4 study team members, and 2 students on site and 2 panelists participating by teleconference. The results of panelists' consensus or nonconsensus (agreement or disagreement of ≥80%) are presented below.
Panelists agreed that giving an orientation to students on day 1 of any clinical rotation was very important, and that information should include but not be limited to institutional policies, a checklist of duties and planned activities, computer access, logistics, and a rotation schedule. Furthermore, student expectations, grading, frequency of feedback, and professional conduct should also be discussed on day 1. Panelists agreed that a student project(s) should be assigned along with its completion date during the first week of the rotation. Panelists agreed that since the subjective-objective-assessmentplan (SOAP) method for presenting patient cases is very important, there should be more preclinical training of students in how to write a professional SOAP note for any rotation. Table 2 lists strategies for optimizing the effectiveness and efficiency of rotations that were developed during the face-to-face meeting and for which consensus was achieved. Four of these strategies related to students (i.e., preclinical training, orientation, a checklist of learning objectives, and viewing technical videos), while 2 pertained to resident training and protected teaching time for residents. Table 3 lists consensus items for specific responsibilities that a resident with appropriate training should be able to perform while on rotation.
Panelists reached consensus that a preceptor training orientation would clarify the role of the preceptor, as well as the expectations of the school or institution, and that an institution should offer continuing-education (CE) credit to those who complete the preceptor orientation. However, they reached consensus that payment for precepting and CE credit should not be given to preceptors for teaching students.
Panelists agreed that residents with appropriate training can be very helpful to the primary preceptor and are a valuable addition to the healthcare team. However, panelists were not in agreement that the residency program should provide a separate preceptor training rotation for residents.
Although we thought preceptors would express major concern about potential barriers to preceptors' effectiveness (Table 4 ), as has been described by others in the literature, consensus that such issues pose a barrier to efficiency or effectiveness was not reached for any item assessed in the survey. In fact, regarding 3 items (lack of compensation for precepting, having students with low skill levels, and conflicting objectives of the rotation site and the educational program), overall panelists agreed that these were not major barriers.
Data on the surveyed metrics for precepting time requirements (time spent with a student presenting a new patient case, evaluating a student's clinical performance weekly, and discussing a student's personal and professional goals weekly) are shown in Table 5 . The median time to present a new patient case was 10 minutes, longer than the expected time to present a case using the OMP model, but the range of time values reported by the small panel used for this study was quite wide.
All panelists agreed that it is difficult to teach critical thinking effectively. Table 6 lists the strategies for which consensus regarding effectiveness in teaching critical thinking was achieved. Citing example cases and giving opportunities to discuss patients critically were considered vital for improving this skill.
Panelists agreed that feedback should be given soon after observation of a student's activities and should be conveyed in a one-on-one discussion with the student. Preceptors reported taking 20-30 minutes a week to talk about clinical performance and discuss career goals with each student. They reached consensus that formal assessment should occur both midrotation and at the end of a rotation. In addition, 2 feedback strategies that were reported to be effective were the sandwich method, which involves giving positive feedback followed by constructive negative feedback and then more positive feedback; and a process of describing a deficiency, setting a goal for improvement, and performing a follow-up reevaluation.
After viewing a video on the OMP model, panelists came to consensus on several items regarding its value, as shown in Table 7 . 7, 8 There was also 100% agreement that the OMP model should be taught during preceptor training or to those not familiar with the model. During the face-to-face meeting of panelists, discussion of the topic of technology elicited some interesting opinions. While they embraced the OMP model as a more efficient approach for presenting patients, some panelists commented that the OMP method may be best employed after transitioning from the SOAP method, noting that the OMP method reminds the preceptor that a stronger emphasis should be placed on medication assessment and the therapeutic rationale and plan rather than the patient's symptoms and clinical data.
Discussion
Orientation. The panelists agreed that efficiency is improved when an orientation is given on rotation day 1 to the entire group. Panelists suggested that, along with a discussion of the important therapeutic issues, this time can be used to get a feel for the students' capabilities and goals for the rotation. Furthermore, it is also a good time for pointing out resource materials such as review articles, relevant books, and Internet websites that would be helpful to the student during the rotation.
Delphi process. The use of the Delphi process allowed the investigators to obtain good insight into several issues and gain consensus on precepting practices generally used for pharmacy students. In addition, it gave the panelists the opportunity to expand on their thoughts and provide an explanation for their recommendations. For example, 1 panelist commented that "students would benefit from instruction in the classroom that is tailored to what they would encounter on rotations, in real-life, or as close to real as possible." Another panelist suggested that instructions about usual clinical encounters would be best given by experienced practitioners. In addition, some panelists commented that having a student receive didactic preclinical training in critical thinking and techniques was important for optimizing the student's APPE. Although we defined consensus as agreement of ≥80% among the 15 panelists, there were several items for which agreement of 50-80% was achieved, suggesting that these items had some degree of importance for the majority of the panel. For example, with regard to providing feedback to a student who does not perform a skill well, 10 of 15 panelists agreed that the preceptor should first demonstrate the skill, then have the student perform the skill, and then provide immediate follow-up on the student's performance.
Effectiveness and efficiency. Our panelists' consensus statements about optimizing effectiveness and efficiency were congruent with existing literature on the topic. [14] [15] [16] The statements overlapped with published student perceptions of preceptor excellence 15 and concurred with other literature regarding communication between students and preceptors. 17 Panelists confirmed that it is essential for preceptors and students to communicate with the clinical team with the patient as the focus; this is consistent with the ACPE expectations about pharmacy practice being collaborative, interprofessional, and patient centered.
1 A preceptor's belief that students may add value to the clinical practice is likely to encourage students to behave like peers. 15 Results of 1 study suggested that a student may perform the duties of a peer; for example, some programs encourage students to provide education to professional colleagues and other students.
Barriers. We explored potential barriers to preceptor efficiency or effectiveness or both. Our survey items included barriers commonly cited in the literature, and we anticipated that panelists would identify some or all of them as actual barriers. We were surprised that the panelists did not achieve consensus that any of the potential barriers listed in the survey posed a major barrier; in fact, there was consensus (agreement of ≥80%) that 3 listed items were not barriers. Since we could find no literature regarding these 3 items, we hypothesized that expert preceptors had found ways around those potential barriers and that a less experienced preceptor might have responded differently. We also questioned whether preceptors could absorb the additional potential barriers and preceptor demands envisioned with wide use of the LLPM.
Critical thinking. Panelists commented that while students on rotations need to be ready as critical thinkers, most are not and must learn this skill during rotations. The 2016 ACPE accreditation standards state that students should demonstrate criticalthinking skills during their clinical experiences. 1 The literature confirms that critical thinking is very difficult to teach because it involves the application of evidence-based medicine and clinical reasoning, which are obtained over time. [18] [19] [20] The literature suggests that novices, like students starting their first practice experience, are at a disadvantage in terms of demonstrating critical-thinking skills because they have little clinical experience. 21, 22 We think that the strategies described in Table 6 would help enhance students' abilities to employ clinical reasoning when making therapeutic decisions. A suggestion from the literature advises that preceptors explain their rationale for therapeutic decisions by thinking out loud, which also has the benefit of saving time when working in a busy clinical practice setting. 21 We believe that it is imperative that schools and colleges of pharmacy stress critical thinking not only during APPEs but in preclinical coursework while realizing that this skill may not be fully developed until later rotations or a later residency. Panelists noted that students learn how to critically think by being challenged to defend their therapeutic recommendations. For example, questions such as "How did you determine that dose?" "What is your alternative plan?" and "What is the worst-case scenario?" are instructive. Another panelist comment suggested having students work through the thought process on a particular case or question that was put forth during clinical rounds. The panel recommended that frequent discussions of patient case scenarios that promote the use of evidence-based guidelines would give students more experience in building basic critical-thinking and clinical-reasoning skills. SOAP method versus OMP model. The SOAP method is similar in structure to the Pharmacists' Patient Care Process, a method recommended by the Joint Commission of Pharmacy Practitioners 23 and now incorporated into ACPE guidelines. Panelists commented that the time needed to present a patient case tended to decrease as the student progressed through a rotation. With regard to the OMP method, panelists commented that it would be more efficient than the SOAP method for a preceptor who has a heavy schedule. However, dur- e462 AM J HEALTH-SYST PHARM | VOLUME 74 | 2017
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ing our face-to-face meeting, panelists commented that although "SOAPing" tends to be more time-consuming, it assures that the student has not missed a key area and understands the whole patient. Finally, panelists noted that the OMP model may help the preceptor evaluate students' criticalthinking skills by requiring them to explain their rationale for therapeutic plans. However, panelists' comments indicated that using the OMP method too early in the rotation may inadvertently mask student deficiencies. The 10-minute median time for presenting a new patient case reported by our panelists is roughly double the 3-to 5-minute period allotted in videos depicting OMP-type processes. 13 Although the literature indicates that the OMP model is efficient for discussing patient cases, [12] [13] [14] the data in Table 7 and panelists' comments suggest that preceptors have not figured out how to tighten patient case presentations to approach true OMP levels. [12] [13] [14] We suggest that since OMPstyle presentations have been successfully embraced in other health professions, [11] [12] [13] pharmacy preceptors may benefit from implementing the OMP model in conjunction with other healthcare training programs.
Feedback. The healthcare literature contains substantial information about the evaluation process but relatively little about the "art" of feedback. 22, [24] [25] [26] Previous work suggests that feedback provides students and residents with a benchmark of their performance and helps with identification of strengths and weaknesses. 24 Our study supports what others have recommended-that evaluation should be summative, be reflective, and take place during established times (midrotation and end-ofrotation time points), while formative feedback should be given close to the time of demonstration of a skill. The reported times spent with students (Table 5 ) seem reasonable and need to be factored in when deciding how many students a preceptor can effectively manage.
For poorly performing students, critical feedback should be given in a one-on-one setting. If the student's clinical performance, attitude, or professionalism is having a negative impact on patients and the team dynamic, the issues should be discussed immediately in private, with removal of the student from the rotation if necessary.
Regarding feedback to residents, ASHP accreditation guidelines for pharmacy residency training programs emphasize the importance of feedback. 3 However, results of a survey revealed that the evaluation process was one of the most overwhelming duties that preceptors perform. 27, 28 While preceptors believed they provided adequate evaluation, residents believed the frequency and quality of preceptor feedback were insufficient. Although that study involved only residents, we propose that both residents and students would benefit from preceptors receiving training on giving good feedback.
Preceptor training. Affirming the need for more preceptor training, Assemi and colleagues 29 reported that 73% of surveyed preceptors desired more formalized training in feedback and evaluation. Panelists supported the concept of preceptor training for all preceptors and agreed that preceptors-in-training should receive CE credit. We suggest that the 8 areas shown in Table 3 could serve as a curricular guide for a preceptor training program. These same activities are important requirements for being an effective primary preceptor. With regard to the role of pharmacy residents as preceptors, panelists emphasized the need for appropriate training, which is congruent with the LLPM. 6 For residents to be effective as preceptors, 1 panelist suggested, residents should be given an orientation to the specific rotation 1 week prior to the start of a student's rotation. Panelists commented that residents can free up preceptors' time by helping with didactic teaching and some service activities. For example, in the acute care setting, when the workload precludes the preceptor from rounding with the team, residents can play a major role in overseeing students on clinical rounds. 30 Furthermore, a resident who has trained extensively in an ambulatory care clinic may be helpful to the primary preceptor by handling clinic workflow and clinical activities. It was noted, however, that it takes training and several months before most residents can take on these responsibilities.
Due to training requirements, scheduling remains a significant problem for the pharmacy preceptor who can only count on resident support for part of the calendar year. As organizations increase the number of postgraduate year 1 and postgraduate year 2 residency positions, this problem should lessen, making LLPM implementation easier.
Limitations. Among other study limitations, the Delphi panel was almost wholly drawn from acute and ambulatory care settings and did not include preceptors from community pharmacy settings (although they were invited to participate); we believe the panel's composition made reaching consensus easier but limits the generalizability of the study findings to the former 2 practice settings. Furthermore, the panelists were all currently practicing in California, possibly limiting their practice perspectives. However, we found that several panelists had graduated from pharmacy school, completed residencies, and/or practiced previously in other states. The panelists averaged over 20 years of experience both in practice and in precepting. While this length of service implies a considerable wisdom in our preceptor panel, it is possible that newer and younger preceptors, whom we did not survey, might use technology and other strategies to achieve greater efficiency and effectiveness.
Recommendations. Based on our findings, we recommend the following to optimize preceptor effectiveness and efficiency at this critical point in the evolution of pharmacy practice. First, schools and colleges should increase the time spent on preclinical critical-thinking activities and link them to patient-specific outcomes so that students are more prepared when they start rotations. Second, the consensus statements developed in this study should be considered when structuring or validating a practice site, rotation activities, and the scheduling of rotations. Third, preceptors and managers should commit to promoting and expanding residency positions in order to provide more and better support for preceptors and to progress toward an integrated training model such as the LLPM. Fourth, resident and student training should be structured with the LLPM in mind. Lastly, new approaches to efficiency and effectiveness such as the OMP model should be widely disseminated and implemented, with the outcomes of different strategies shared with other preceptors.
Conclusion
Important strategies for preceptors identified by the panel included (1) a thorough orientation to logistics, expectations, and scheduling of activities, (2) using appropriately trained residents in student training, (3) providing opportunities for critical thinking and therapeutic decision-making, (4) giving frequent, quality feedback on clinical activities, and (5) giving feedback to learners on a regular basis.
